In reponse to Dr. Elnour, as I have shown there are some controversies about the cut-off value for urine iodine excretion. Spot urine iodine excretion determination was found to be as sensitive as other screening modalities with lower cost and ease of application. There is some disagreement about the optimal therapeutic degree of TSH suppression, but in general the goal is the maintenance of a serum TSH value below the normal range with a normal or minimally elevated serum free T4 value. So I think it is not expected that TSH levels will decrease in all subjects who have a decrease in size of the thyroid nodules.

Dr. Elnour makes the point that iodine deficiency is diagnosed across populations and not specifically in individuals, and since iodine is released from the body through the urine, the best way to determine iodine deficiency across a large population is to measure the amounts of iodine in urine samples. Iodine deficiency is defined as a median urinary iodine concentration less than 50 μg/L in a population. There are no tests to confirm if you have enough iodine in your body. When iodine deficiency is seen in an entire population, it is best managed by ensuring that common foods that people eat contain sufficient levels of iodine. In our study we confirm this by dietary iodine questionnaires.[@ref1]

Approximately 90% or more of ingested iodine eventually appears in the urine. Measurements of urinary iodine concentration in randomly collected urine samples have proven to be as useful as measurements of urinary creatinine and iodine and calculation of the iodine:creatinine ratio. The results from random samples also correlate well with 24-hour urine collections. As a result, iodine nutrition is often defined by the urinary iodine concentration in randomly collected urine samples.[@ref2]

In a recent study from Korea it was shown that two different indices from spot urine, simple iodine concentration (simple I) and the iodine/creatinine (I/Cr) ratio, were statistically significant correlated with 24-hour urinary iodine values; the correlation coefficient was 0.539 for simple I and 0.773 for I/Cr ratio (*P*\<.001). They concluded that the I/Cr ratio from spot urine could serve as a useful and reliable alternative to 24-h urine collection as it has acceptable diagnostic values for detecting poor low iodine diet preparation.[@ref3]

The first functional consequence of iodine deficiency is an increase in the uptake of iodide by the thyroid-mediated transport via a transmembrane protein, the sodium iodide symporter (NIS).[@ref4] There is a clear inverse relation between iodine supply and thyroidal uptake of radioiodide. The increased uptake may be accompanied by and may result from an increase in the serum levels of TSH. However, elevated TSH in endemic goiter is usually systematically found only in conditions of extreme iodine deficiency. In conditions of mild iodine deficiency, elevated TSH is typically found in only a small fraction of subjects, usually the youngest.[@ref5] It is possible that it is the sensitivity of the thyroid to TSH rather than the TSH level itself that mainly varies with iodide supply.
